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Brief CommunicationsThe prognosis of angiosarcoma depends on the site of origin
and on the tumor size but generally is grave.13 The origin of the
angiosarcoma could not be diagnosed antemortem, but this is the
first cardiac angiosarcoma in association with a Dacron graft in the
aortic root.
References
1. Oppenheimer BS, Oppenheimer ET, Stout AP, et al. The latent period
in carcinogenesis by plastics in rats and its relation to the presarco-
matous stage. Cancer. 1958;11:204.
2. Jennings TA, Peterson L, Axiotis CA. Angiosarcoma associated with
foreign body material. Cancer. 1988;62:2436-44.
3. Ben-Izhak O, Vlodavsky E, Ofer A. Epithelioid angiosarcoma associated with
a Dacron vascular graft. Am J Surg Pathol. 1999;23(11):1418-22.
4. Fyfe BS, Quintana CS, Kaneko M. Aortic sarcoma four years after
Dacron graft insertion. Ann Thorac Surg. 1994;58:1752-4.
5. Weiss WM, Riles TS, Gouge TH, et al. Angiosarcoma at the site of aClinical Summary
The Journal of ThoracicDacron vascular prosthesis: a case report and literature review. J Vasc
Surg. 1991;14:87-91.
6. Fehrenbacher JW, Bowers W, Strate R. Angiosarcoma of the aorta
associated with a Dacron graft. Ann Thorac Surg. 1981;32(3):297-
301.
7. De Young BR, Frierson HF Jr, Ly MN, Smith D, Swanson PE. CD31
immunoreactivity in carcinomas and mesotheliomas. Am J Clin
Pathol.. 1998;110:374-7.
8. Weiss SW, Goldblum JR. Malignant vascular tumors. In: Enzinger and
Weiss’s soft tissue tumors. 4th ed. Mosby-Harcourt: Philadelphia;
2001. p. 539-69.
9. Byers RJ, McMahon RFT, Freemont AJ, et al. Epithelioid angiosar-
coma arising in an arteriovenous fistula. Histopathology. 1992;21:87.
10. Keane MM, Carney DN. Angiosarcoma arising from a defunctional-
ized arteriovenous fistula. J Urol. 1993;149:364.
11. Enzinger FM, Weiss SW. Soft tissue tumors. 3rd ed. St Louis: Mosby;
1995, p. 641-3.
12. Casha AR, Davidson LA. Familial angiosarcoma of the heart. J Thorac
Cardiovasc Surg. 2002;124:392-4.
13. Anderson’s pathology. 9th ed. Vol. 1. St Louis: Mosby.Thymolipoma with high production of carbohydrate antigen 19-9
Shinichi Maekawa, MD,a Kan Okabayashi, MD,a Masafumi Hiratsuka, MD,a Masakatsu Hamada, MD,b and
Takayuki Shirakusa, MD,c Fukuoka, JapanDuring routine examination at school, a 16-year-old girl displayed
an abnormal mass shadow on chest radiography and abnormal
electrocardiographic results, indicating incomplete right bundle-
branch block. The patient was referred to us for further evaluation.
Chest radiography revealed a large mass in the mid-lower medi-
astinum that silhouetted bilateral heart borders and conformed to
the shape of the heart, simulating cardiomegaly (Figure 1). Phys-
ical examination revealed no abnormalities. Laboratory data were
within normal ranges, except for an incidental finding of increased
serum carbohydrate antigen 19-9 (CA19-9) levels at 102.44 U/mL
(normal, 37.0 U/mL). Computed tomography (CT) of the chest
identified a massive heterogeneous mass with fat attenuation min-
gled with soft tissue extending widely into the bilateral inferior
hemithoraces (Figure 2). Magnetic resonance imaging (MRI) of
the chest displayed whorls of signal hyperintensity intermixed with
areas of intermediate intensity on T2-weighted imaging (Figure 3).
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doi:10.1016/j.jtcvs.2004.01.022Finally, CT-guided fine-needle aspiration biopsy revealed thymo-
lipoma.
The tumor was approached through a median sternotomy. The
mass was spread expansively anterior to the pericardium, stretch-
ing both phrenic nerves posteriorly and extending inferiorly into
Figure 1. Chest radiography showing a large mediastinal mass
extending into both the right and left hemithoraces.both hemithoraces. Both lobes of the tumor were resected en bloc.
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Brief CommunicationsNo invasion of adjacent structures was observed, and the tumor
was relatively easily freed by using blunt dissection. Care was
taken to identify and preserve both phrenic nerves.
The tumor was yellow and tan-pink, soft, and well encapsu-
lated, measuring 27  22  15 cm and weighing 890 g. Micro-
scopically, the tumor comprised thymic parenchyma and mature
Figure 2. Axial chest CT scan demonstrating a massive hetero-
geneous mass occupying the bilateral inferior hemithoraces.
Figure 3. T2-weighted MRI (coronal view) showing a mediastinal
mass with whorls of signal hyperintensity indicating fatty com-
ponents of the tumor.adipose tissue admixed in various proportions. Moreover, immu-
1846 The Journal of Thoracic and Cardiovascular Surgery ● Junnohistochemical staining revealed CA19-9 in epithelial cells (Fig-
ure 4).
The postoperative course was uneventful, and serum CA19-9
levels normalized within 4 weeks. At the time of this writing, the
patient remains in good health and has maintained normal serum
CA19-9 levels for 6 months postoperatively.
Discussion
Thymolipoma is a rare, benign, and slow-growing tumor account-
ing for 2% to 9% of all thymic neoplasms.1 The tumor occurs most
frequently in young adults, with no sex predilection. Most patients
with thymolipoma are asymptomatic and display large anterior
mediastinal masses on chest radiography. Other imaging modali-
ties, such as CT and MRI, provide important information for
assessing the lesion. Although definitive diagnoses can only be
reached through histopathologic evaluations, such as fine-needle
biopsy, CT and MRI can narrow the differential diagnoses to
thymolipoma or teratoma.
Pathologic features have been proposed on the basis of 4
theories.2 The first considers thymolipoma as merely a lipoma
involving thymic fat or a lipoma of multicentric origins and
involution of the thymic gland. Second, the involuting hyperplasia
Figure 4. Immunoperoxidase staining with anti-CA19-9 monoclo-
nal antibody demonstrating positive reactions of surface epithe-
lial cells within the thymolipoma.theory proposes that diffuse thymic enlargement (true thymic
e 2004
Brief Communicationshyperplasia) is replaced by adipose tissue in the same manner as
that in the normal thymus.3,4 Pathogenesis of the tumor in our case
was consistent with this theory. Third, the mixed-tumor theory
proposes a mixed neoplasm of mesenchymal and endodermal
origins.5 This type is thought to represent typical thymolipoma
with an island of noninvoluted thymic tissue in adipose tissue.
Finally, the involuting thymoma theory posits fatty degeneration of
thymoma occurring in the same way as fatty replacement.6
Interestingly, the thymolipoma in our case seemed to produce
CA19-9, a protein originally identified on the surface of colon
cancer cells by using murine monoclonal antibodies.7 CA19-9 is a
common tumor marker for gastrointestinal or pancreatic malig-
nancy. Small amounts of CA19-9 are also present in normal cells,
such as in the pancreatic, biliary, and salivary gland ducts and the
prostate and bronchial glands.8 In our case the suspicion that
CA19-9 was produced by the thymolipoma was confirmed on the
basis of (1) preoperative absence of either gastrointestinal or
pancreatic abnormalities, (2) postoperative normalization of serum
CA 19-9 levels, and (3) immunoperoxidase staining with anti–CA
19-9 monoclonal antibody demonstrating CA19-9–positive epithe-
lial cells, Hassall corpuscles, and normal thymic tissue.
Although the mechanisms behind CA19-9 production within
the thymus remain unclear, production of CA19-9 within normal
thymic tissue was suggested. Few reports have suggested a rela-
tionship between the thymus and CA19-9.9 In our case neoplastic
growth of the thymus caused activation of CA19-9 production,The Journal of Thoracicthus increasing serum CA19-9 levels. Studies of larger case series
are necessary to elucidate the relationships between thymolipoma
and CA19-9.
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using monoclonal antibodies. Thymus. 1990;15:107-23.The robotic, 2-stage, 3-field esophagolymphadenectomy
Kemp H. Kernstine, MD, PhD,a Daniel T. DeArmond, MD,a Mohsen Karimi, MD,a Timothy L. Van Natta, MD,a
Javier C. Campos, MD,b Mary R. Yoder, RN,c and Jeffrey E. Everett, MD,a Iowa City, IowaMinimally invasive esophagectomies have been per-formed with low morbidity and mortality.1 Ad-vancements in robotic engineering have allowed arobotic transhiatal esophagectomy to be per-
formed.2 We report our initial experience with the da Vinci Sur-
gical System (Intuitive Surgical, Inc, Sunnyvale, Calif) to perform
a thoracic esophagectomy with a cervical, wide thoracic, and
From the Division of Cardiothoracic Surgery,a the Department of Anesthe-
sia,b and the Department of Nursing,c The University of Iowa Hospitals and
Clinics, Iowa City, Iowa.
Received for publication Oct 30, 2003; revisions requested Feb 18, 2004;
accepted for publication Feb 25, 2004.
Address for reprints: Kemp H. Kernstine, MD, PhD, Division Cardiotho-
racic Surgery, Department of Surgery, The University of Iowa Hospitals
and Clinics, 200 Hawkins Dr, Room 1616-B JCP, Iowa City, IA 52252
(E-mail: Kemp-kernstine@uiowa.edu).
J Thorac Cardiovasc Surg 2004;127:1847-9
0022-5223/$30.00
Copyright © 2004 by The American Association for Thoracic Surgery
doi:10.1016/j.jtcvs.2004.02.014celiac axis lymphadenectomy; thoracic duct resection and ligation;
creation of a gastric tube; and jejunostomy feeding tube placement
with an esophagogastric anastomosis in the left side of the neck.
Clinical Summary
The patient is a 59-year-old man with a 2-month history of severe
dysphagia, 40-lb weight loss, and a partially obstructing, ulcerated
esophageal adenocarcinoma at 32 to 38 cm from the incisors with
Barrett metaplasia. He had a smoking history of 80 pack-years and
moderately reduced pulmonary function. The patient was preop-
eratively judged to have stage T3 N0 disease by computed tomog-
raphy, fluorodeoxyglucose positron emission tomography, and en-
doscopic ultrasonography. The esophagus was dilated, and the
patient was treated with a 5-week induction chemoradiation pro-
gram of paclitaxel, carboplatin, and 40 Gy of radiation therapy.
Five weeks after the last radiation dose, a robotic esophagectomy
was performed.
Operative Technique
The operation was performed in 2 stages during the same period of
anesthesia, first in the left-lateral-to-nearly-prone position and then
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